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Abstract

Aim: The rotational movements of the distal extension denture base of partial removable dental prostheses mostly harm the pros-

thesis stability. This situation lead to discomfort during the function at Kennedy Class I. This case report case showed the use of

distal implants with ‘locater attachments’ and anterior tooth semi-rigid connection to retain and support partial removable dental

prosthesis.

Case: In this case report shows the fabrication of a maxilla Kennedy Class 1 removable partial denture supported by existing ante-

rior teeth and 2 distal single implants with locator abutments, which prevented displacement of the distal extension of the partial

denture.

Results: This case report shows us, distal implants with locater abutments have been showed to provide extra support and reten-

tion and prevent dislodgement of the patient’s distal extension removable partial denture. This demonstrates a successful treat-

ment approach to restore oral function and appearance for the patient.
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Introduction

Removable partial denture (RPD) proceed to be prosthetic im-
portance in oral treatments, in particular when the edentulous pos-
terior area to a patient’s surviving teeth are to be restored [1]. The
patient of partial edentulous can be the treatment common range
of prosthetic treatment options with the inclusion of conventional

restorations, overdenture, fixed partial denture or dental implants

[2].

For patients with bilateral edentulous in molar region, re-
movable partial dentures with a bilaterally designed framework
claimed to be less comfortable during mastication and speech, and
the more profound effect is anticipated on patients’ acceptance due
to its relative simplicity [3]. However, clinical use of the bilaterally
designed framework is criticized owing to the poor retention and
stability compared with the removable partial denture with uni-
laterally designed framework [4]. Most of these problems could be
solved with the posterior abutment. The mucosa and the periodon-
tal ligament of the last abutment between of displacement are very
different. Consequently, be carefully used the abutment of the distal
extension removable partial denture if clinical treatment is to be
successful [3,5]. The use of dental implant as a distal abutment can
turn to a distal extension removable partial denture from a tooth-

and tissue-supported prosthesis to a tooth- and implant- support-

ed and maintained prosthesis. The placed implant to posterior,
supply a certain stop and stability and out of the problems usually
between with a tooth- and tissue-supported distal extension RPD
[3]. Also, bilateral free end jaw can be treated by osseointegrated
implant therapy. In such cases, poor bone quantity and the inferior
alveolar nerve position make difficulties to placed to implants to
posterior regions. in which case, the use of short implants may be
indicated. Shorter implants show failure in the osseointegration
treat. Also, some patients decrease or not able to complex surger-
ies, which anymore limits the indications for implant-supported
prostheses. Some studies have shown an increase in the stability
of RDP with the use of a few strategically placed implants for sta-
bility and reinforcement. The treatment supplies vertical stability
and limited the rotation [4-6].

There is a paucity of studies concerning the combination of
implants and removable partial dentures. This is surprising be-
cause in many partially edentulous usually choose the combina-
tion of implants and fixed restorations treatments [7]. Partially
edentulous patients have been rehabilitated successfully with the

implant-supported removable partial denture treatment.
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Purpose

The purpose of this case report is to present a case where bilat-
eral distal extension RPD was used in combination with anterior

fixed implant prostheses with semi-precision attachments.

Case Presentation

The patient who is 65-year-old, female presented for treatment.
The clinical and radiological examination were determined that
the patient lost her teeth due to periodontitis. She had mandibu-
lar 1st.molar and that had high bone defects and mobilization. She
has maxillary right central, left central, left lateral, left canine and
mandibular incisor teeth (Figure 1). The maxillary left canine had
to extracted because of high mobility. She doesn’t have an habit
such as parafunctional activity (grinding, clenching, etc). Scaling,
root planing, oral hygiene instruction, restorative dentistry, and ex-
traction (because of periodontal reasons) were made at the initial
treatment phase. Stone casts were obtained from first impressions.
Stone casts were adjusted in a semi adjustable articulator at the
desired occlusal vertical dimension by using an arbitrary face-bow.
The centric relation was recorded by prefabricated occlusal rims on

stable record bases.

Figure 1: Initial panoramic X-ray.

Two solid screw implants (Nobel implants; No 29415, 12 mm in
length, 4.3 mm in diameter, Nobel Biocare AG, Ziirich, Switzerland)
were placed in the maxillary left second molar and right second mo-
lar areas by surgical intervention. The low bone region did not allow
to placement more implant at the maxillary posterior area. After
this intervention, Kennedy classification of the partially edentulous
arch was changed from Class I (tooth-tissue- supported) to Class III
(tooth-implant-supported). We decided to insert 6 implants (Nobel
implants, Nobel Biocare AG, Ziirich, Switzerland) on mandibular for
make fixed implant support restoration (Figure 2). The mandibular
arch was reconstructed with metal-ceramic fixed implant support
dental restorations, after the osseointegration about 12 weeks later
(Figure 3). Maxillary teeth was be restored with crowns with semi-
precision attachments. The maxillary RDP were made according to
anterior semi-precision attachments crowns (Figure 4,5). A cobalt-
chromium alloy (Dentorium; Labordental) was used to process

maxillary RPD frameworks. The palatal strap and connection to
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semi-precision were consisted by using this design (Figure 6). The
distal extension PRD acrylic resin base was relieved. The ball abut-
ments were captured intraorally to activate seating of the attach-
ment in the prosthesis intaglio (Figure 7). Despite the additional
retention of the implant attachments, semi-precious retainers of
the anterior crowns are maintained, assisting the RDP retention.
Occlusal adjustments were the bilateral balanced occlusion (Fig-
ure 8,9). The bases of the RDP was polished. Metal ceramic crowns
were cemented by using glass ionomer cement. Oral hygiene in-
structions and aids were provided to the home care of the splinted
metal-ceramic restorations. We gave the information to patients
about the survival rates of attachment- retained RPD and the need

for matrix and patrix maintenance.

Figure 2: After the implant placement intraoral pictures.

Figure 3: Metal framework try-in.

Figure 4: Finished the metal-ceramic crowns;
panoramic x-ray view.
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Figure 5: Maxillary and mandibular restorations
after veneering.

Figure 8: Adjusting the bilateral balanced occlusion.

Figure 6: The palatal strap and semi-precision at
RPD.

Figure 9: Intraoral facial view of the implant sup-
ported RPD.

Figure 7: Intaglio at the RPD for connection locater
attachments.

Figure 10: Panoramic radiograph with RPD at 1-year
recall.
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Figure 11: Panoramic radiograph with RPD at 1-year
recall.

Figure 12: Intraoral facial view at 5-year recall.

Discussion and Conclusions

The plan and stability of bilateral Kennedy classes I partial den-
tures present challenges for clinicians. Because of these prostheses
require support from the underlying residual alveolar ridges, the
mucosa, and the teeth. Especially, the distal-extension removable
partial denture is exposed to vertical, horizontal, and torsional
forces that may have adverse effects during functional and para-
functional activities. Contraindications can be based on anatomic
factors, such as the mandibular nerve or extension of the maxillary
sinus, or costs involved with implant treatment [8]. When overden-
tures are fabricated over a number of splinted implants, their verti-
cal path of insertion demands a degree of prosthetic space, which

may be unavailable. Although, dental implants to improve the sup-
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port and retention and to enhance patient acceptance should be
considered when treatment planning for removable dentures for

partially edentulous patients.
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